Background: Panic disorder (PD) is defined as a sudden rise in extreme fear or drastic distress appearing at a maximum level within minutes. Cognitive-behavioral therapy (CBT) is the psychological treatment of patients with chronic PD. Despite more effectiveness and preferable cognitive behavior therapy in the treatment of PD in comparison with pharmacotherapy, a considerable percentage of patients do not benefit from it due to too many and long sessions per week. Accordingly, this study aimed to examine the effectiveness of a group short and intensive (4 days) program of CBT on symptom severity in patients with PD with or without agoraphobia.
effective and cost-effective compared to pharmacotherapy 5 . In addition, it is more desirable and preferable to patients with PD 6 .
Despite more effectiveness and preference of CBT in comparison with pharmacotherapy, a considerable percentage of patients do not benefit from it due to too many and long sessions per week. In particular, those patients living in rural and far areas would not be successful to attend these types of psychotherapy sessions. The effect of brief and intensive CBT technique has been the main focus of a few authors in the medical literature. For example, Deacon and Abramowitz et al 6 recruited ten patients in a brief and intensive CBT instead of weekly CBT in a hospital-based anxiety disorders clinic in the USA. They showed a large and clinically significant reduction in PD symptoms, anxiety sensitivity, body vigilance, anxiety, and depressive symptoms following a one-month CBT course. Most of their patients (60%) achieved panic-free and normative levels of symptoms following the CBT sessions. The brief and intensive treatment was suggested as an effective tool to deliver CBT for patients with PD. In addition, Manfro and Heldt et al 7 confirmed that CBT is an effective therapeutic technique in patients with PD, whether as the first line therapy or as a strategy in patients not responding to medications or as a combination therapy. The CBT with respect to the number and duration of session per week is faced with obstacles in patients with lack of sufficient time and those seeking an immediate decrease in panic symptoms. Moreover, few studies focused on CBT technique within the short and intensive session to the patients with panic disorder 8 .
The study aimed to examine the effectiveness of a short-term (4 days) intensive course of CBT on symptom severity of patients with panic disorder with or without agoraphobia.
MATERIALS AND METHODS Study Design and sampling
The current study was a randomized controlled trial of the effectiveness of a short and intensive CBT (4 days) in 40 patients with a panic disorder of both genders aged between 20 and 35 years old. The patients visited the private clinic of the psychiatrist in Duhok-Iraq were consecutively and systematically screened for the diagnosis of PD. A previous random digit number generated by a computer (chosen by SPSS-Statistical Package for Social Sciences software) was used for recruitment of the patients in either experimental or control groups. The SPSS software has the possibility to take a random sample of the entered cases. In this regard, 40 consecutive numbers were entered in the software. Accordingly, the cases were separated into two random groups. The cases of one of them were assigned into the interventional and other to control group. A total of 40 patients diagnosed with panic disorder whether with or without agoraphobia were included in this study.
Half of them (n=20) were assigned in experimental and half (n=20) in the control group in a random way. 
B.
At least one of the attacks followed by 1 month or more of one or both of the following: 1. Persistent concern or worry about additional panic attacks or their impacts, (e.g., losing control, having a heart attack, -going crazy‖), 2.A significant maladaptive change in behavior related to the attacks (e.g., behaviors designed to avoid having panic attacks, such as avoidance of exercise or unfamiliar situations). C. The disturbance is not related to the physiological impacts of a substance (such as as., an abused drug, a medication) or other medical conditions (e.g., hyperthyroidism, cardiopulmonary disorders). D. The disturbance is not better described by another mental disorder (e.g., the panic attacks do not occur only in response to feared social situations, as in social anxiety disorder: in response to circumscribed phobic objects or conditions 1 .
In the present investigation, agoraphobia was defined as anxiety about locating in embarrassing situations or unavailable assistance upon the panic occurrence in association with panic disorder 9 . In order to make an easier comparison with the previous studies on PD, both types with and without agoraphobia were included in this study.
Assessment of symptom severity
To assess the overall severity symptoms of PD patients in both the control and intervention group, the Panic Disorder Severity Scale (PDSS) was used in the study. The control and intervention groups were assessed through the PDSS questionnaire by the psychiatrist following one-month CBT sessions only 8 .
Ratings were generally done for the past week, to allow for a stable estimation of panic frequency and severity. The PDSS rating scale has the range from 0 to 4, where 0=none or not present; 1=mild, occasional symptoms, slight interference; 2=moderate, frequent symptoms, some interference with functioning, but still manageable; 3=severe, preoccupying symptoms, substantial interference in functioning, and 4=extreme, pervasive near constant symptoms, disabling/incapacitating. The PDSS has good interrater reliability, construct validity, and internal consistency 10 .
Intervention
The patients assigned to the experimental group were provided informed consent and the study purposes. Four two-hour sessions of brief and intensive CBT was established in accordance with the 12-session protocol developed by Telch and Lucas et al 11 .
However, the 12 sessions were applied over one month (one week consecutive) in four sessions. In order to apply the intervention in a better way and organize the patients, the patients in the experimental group were divided into five groups. Each group included four patients and was instructed for two hours per day over 4 days/week at the silent place in the private clinic of the author after completion of the regular patient visit. The sessions presented to the patients included four two-hour sessions face-toface psychiatrist with patients in a group working. In these sessions, the patients were instructed about the role of catastrophic beliefs in the development of anxiety-related sensations of the body and their role in the development of panic attacks. The primary aim of CBT was defined as assisting patients to obtain more accurate beliefs on the dangerous panicassociated body sensations. Maintenance factors were described in safety-seeking and avoidance behaviors. The cognitive, behaviors and physiological characteristics of the flight-or-fight response were explained to the patients. The emphasis was given to the unpleasant and the harmless inherence of the body sensations that a patient has a fear. Gradually, the patients were trained to identify their -threat forecasts‖ to establish cognitive reconstruction and evaluate the evidence for their panic attacks and severity. Accordingly, the psychiatrist and patients reviewed each of the panic-associated threat forecasts, such as heart attack and suffocation. The severity of each forecast was estimated through the experiences of the patients of each threat forecast.
Following the rationale of exposure, patients were asked to participate in some various interoceptive exposure exercises; such hyperventilation, running in the hall, spinning chair (one by one for each patient). The exercise was repeated until the patients report that the exercise was not dangerous anymore. The exercises were framed as behavioral experiments and assisted them to find their own threat forecasts. Finally, the therapist in colligative with patients framed a hierarchy of fear including feared and/or avoided agoraphobic situations. The psychiatrist assigned a number of interoceptive exposures to the application at home. Each patient was asked to complete the highest feared item on his or her hierarchies. The myths of recovery were discussed with the patients. An individualized relapse prevention plan was designed for each patient, including detailed continued exposure exercises. The behaviors must be avoided in everyday life and safety seeking behaviors that should be eliminated were trained to the patients. Examples include completely avoiding situations in which the threat might occur (Escaping the situation). Subtle avoidance behaviors such as breathing techniques; seeking reassurance from loved ones or professionals to ensure that the fears are unwarranted. A common safety behavior is when a person with agoraphobia attempts to entirely avoid a crowded place such as a mall or a public bus. If the affected person does end up in a crowded area, then the person may tense his or her legs to prevent collapsing in the area. Examples of safety behaviors for panic disorder include -checking pulse‖ and -avoiding stressful encounters; Carrying rescue medication, water, food, inhalers, having to have another person accompany to certain places (being alone); losing control of one's vehicle while driving (avoid driving). Avoidance of external activities, situations, or objects: e.g., enclosed spaces, certain foods, restaurants, avoidance of certain bodily reactions: e.g., exercise, saunas or steam rooms and fear to close the door of bathrooms and checking: e.g., location of exits, location of bathrooms, one's pulse or blood pressure.
STATISTICAL METHODS
The frequency and percentage were performed for categorical variables, mean, and standard deviation for continuous characteristics of the patients. MannWhitney U-test and Pearson Chi-square statistical tests were performed on a comparison of baseline aspects of the patients between two study groups. The difference of panic symptoms between the patients in experimental and control groups was examined in an independent ttest. The level of 0.05 was considered a statistically significant difference. The Statistical Package for Social Sciences version 25:00 (SPSS 25:00 IBM) was used for statistical analysis. The effect size (Cohen's d) was measured by the G*Power 3.2.19 statistical software. The panic severity of the five cases of the patients was measured for sample size determination (Mean: 18.0 and SD: 4.5). The power 0.95 and alpha error 0.05 was considered and it was estimated that severity reaches to the mean: 4.5 with SD: 2.3. The total sample size obtained for the study was 16 for both groups. The sample size was extended to compensate for the loss to follow up patients and missing information.
RESULTS
The study showed that the patients in control and experimental groups were comparable in age (30.0 vs. 33.50 years, respectively; P=0.40) and gender (85.0 and 73.7 males, respectively; P=0.451). In addition, the patients in both groups were comparable in education (P=0.620), marital status (P=1.00), history of child abuse (P=1.00), physical activity (P=0.465), and occupation (P=0.681). However, more patients in the control group were a smoker (65.0%) compared to 35.0% in the experimental group (P=0.027), see Table 1 . The study showed that the overall symptoms of panic disorder were lower in the experimental groups compared to the control group; 3.90 vs. 14.90; P<0.0001. The patients in the experimental group had limited attacks and symptoms/week; 0.55 vs. 2.55; and low distressing and frightening attacks; 0.55 vs. 2.10, respectively. Similarly, the experimental arm of the study had lower worry and feeling anxious about the next attacks; 0.95 vs. 2.25, respectively. The places or situations that the patients avoided, or felt afraid of because of fear of having a panic attack were fewer in the experimental patients; 1.00 vs. 2.25. In addition, the patients in the experimental arm have fewer activities that must avoid feeling afraid due to panic attack consequences; 0.55 vs. 2.30, respectively (Table 2) .
Interestingly, the panic symptoms and attacks altogether have a lower effect on the patients' responsibility at home; 0.15 vs. 1.80 and less interference in their social life compared to the patients in the control arm 0.15 vs. 1.65, respectively, see Table  2 . The difference in panic symptoms and agoraphobia was examined between the patients with under high school education and those with high school and higher level in the experimental group in Table 3 .
The study did not show a substantial difference of the total panic symptoms (P=0.275) and the sub-panic symptoms (P>0.05) between the patients in the experimental and control groups. 
DISCUSSION
The author's aim in conducting the present study was to examine the effectiveness of one-month short and intensive CBT intervention in patients with panic disorder. The study confirmed the impacts of a short-term intensive CBT on panic symptoms and frequency.
Less attention has paid to the short and intensive CBT programs for patients with PD in the literature. Deacon and Abramowitz applied a short-term and intensive CBT program (9 hours, contact of patients with a psychiatrist) through two consecutive days. The assessments at preintervention and one-month follow-up showed the significant reduction in anxiety and depressive symptoms, PD symptoms, anxiety sensitivity, and body vigilance. Interestingly, 60% of the patients were panic-free following the treatment and the assessment showed the normative levels of symptoms following course completion Deacon and Abramowitz 12 .
The patients with PD attend the treatment in medical settings where pharmacotherapy is the dominant therapy modality 13 . The patients like immediate improvement and recovery may find out the CBT duration too long and turn to medication therapy to obtain a more immediate reduction in panic symptoms. Particularly, the patients live in rural areas have difficulties to access the long CBT programs. Although, several approaches have been suggested to eliminate the time between the patient and therapists such as by using self-help books, Internet-based treatment, or computer-guided self-exposure 14 , traditional CBT is the best intervention for patients with PD 15 . Hence, it is so important to consider the efficacy of the short and intensive CBT programs in patients with PD as therapist-assisted exposure is the crucial part of a CBT course.
The studies have shown the comparison results between the brief, exposure-based CBT and standard-length CBT protocols 16 and the favorable outcomes were obtained in the master of few days 17, 16 . Hence, the brief and intensive CBT courses can solve the barrier of the long duration contact between patients and therapist. The successful implementation of a 2-day, intensive, exposure-based CBT intervention has been reported on a 38-year-old woman with severe and intractable panic symptoms and agoraphobia even after one year period. The case had unusual and highly distressing symptoms of fainting such as vasovagal syncope Deacon 18 .
CBT uses a variety of procedures to recover the patients, such as education, cognitive restructuring, diaphragmatic breathing, interoceptive exposure, and in vivo exposure. It could be more efficient through de-emphasizing or eliminating the procedures that have little efficacy, like breathing retraining 19 and cognitive restructuring 20, 21 .
In accordance with Deacon 18 , the interoceptive exposure was delivered to the patients in a long duration until it did not need a coping mechanism by the patients. In addition, the interoceptive exposures were applied in line with the patients' experiences rather than fixed ones in advance without inflexible adherence to a manual. The study could be applied to patients with PD with different education level as it was shown in the results section. Therefore, not necessarily the patients must have a higher level of education to take advantage of the short and intensive CBT courses. The previous studies have approved that the post-treatment or follow-up outcome is predicted by baseline frequency and duration of panic episodes and anxiety level [22] [23] [24] .
The strong point of the study must be traced in the randomization of the patients into either experimental or control groups. In addition, the intervention was implemented over the one-week interval for each patient, provided the required time to practice the instructions at home as well. Moreover, the study author implemented the intervention and assessment and the exercises were practiced in front of the therapist (psychiatrist). However, the study was not exempt from the weaknesses. The weak point of the study may back to this aspect that the author did not measure the other comorbidities in these patients due to time pressure. The present study showed that the short and intensive CBT programs can be effective in the reduction of panic symptoms and frequency in patients with PD.
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